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Abstract: Magnesium plays a crucial role in hundreds of bodily processes relevant to aging,
but consumption of dietary magnesium intake has been shown to be inadequate in a large
proportion of older adults. Identifying groups at risk of low magnesium intake is important
for informing targeted advice. Using data from the National Health and Nutrition Examination
Survey (NHANES) 2005–2016, we examined the association between ethnicity (Caucasian/African
American/Hispanic/other) and magnesium intake in a large representative sample of U.S. older
adults (≥65 y, n = 5682, mean (SD) 72.9 (0.10) y). Analyses adjusted for total energy intake and a
range of relevant covariates. Overall, 83.3% of participants were not meeting the recommended
level of dietary magnesium intake, ranging from 78.1% of other ethnic groups to 90.6% of African
Americans. In the fully adjusted model, magnesium intake was lower among African American older
adults (−13.0 mg/d, 95% CI: −18.8 to −7.2), and higher among Hispanics (14.0 mg/d, 95% CI: 7.5 to
20.5) and those from other ethnic groups (17.2, 95% CI: 3.8 to 30.5) compared with Caucasian older
adults. These results highlight the need for targeted interventions to increase magnesium intake in
U.S. older adults, with a focus on African Americans, in order to reduce the burden of morbidity and
ethnic inequalities in health in later life.
Keywords: magnesium; disparities; older adults; ethnicity; NHANES
1. Introduction
Magnesium is the fourth most abundant mineral in the human body and plays a pivotal role
in many of its functions, including muscle function, energy metabolism, and cellular aging [1–3].
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Accumulating evidence has demonstrated associations between inadequate magnesium intake
and increased risk of a host of adverse age-associated health outcomes, including cognitive
decline [4], decreased muscle performance [5], frailty [6], osteoporosis and fractures [7], diabetes [8],
hypertension [9], and certain cancers [10]. Adequate magnesium intake is therefore critically important
for health and physical function in later life [5,11]. Given that magnesium deficiency can easily
be reversed with dietary modification or supplementation [12], identifying groups at risk of low
magnesium intake is important for informing targeted advice.
A large proportion of older adults fail to meet the recommended daily allowance (RDA) for
magnesium [13,14]. In the U.S., around half (48%) of people consume less than the recommended
amount of magnesium from food [11], and average intake decreases with age [15]. There is some
evidence that people from certain ethnic groups, such as African Americans, have particularly low
intakes [15,16]. For example, in the National Health and Nutrition Examination Survey (NHANES)
1999–2000, the mean intake of dietary magnesium was significantly lower among African Americans
(n = 810) than Caucasians (n = 1,913) and Hispanics (n = 1144) [15]. However, no studies to our
knowledge have specifically examined ethnic differences in magnesium intake among older adults.
In addition, the most recent available data are from almost two decades ago, since which time evidence
of population-level change in magnesium intake and changes in ethnic differences in overall dietary
quality have been reported. In NHANES, the prevalence of not meeting the RDA for magnesium
fell by 14% between 2001/02 and 2005/06 [11]. In 2003/04, overall dietary quality was better among
Hispanics than African Americans or Caucasians, with no significant difference observed between the
latter two groups [17]; however, in analyses of aggregated data from 2005–2012, African Americans
were found to have lower-quality diets than Caucasians and Hispanics, with no difference observed
between Caucasians and Hispanics [18]. These changes limit the generalizability of existing data on
ethnic differences in magnesium intake.
This study therefore aimed to examine the association between ethnicity and magnesium intake in
a large, representative sample of U.S. older adults (≥65 years). Specifically, we tested for differences in
magnesium intake between Caucasians, African Americans, Hispanics, and other ethnicities, adjusting
for total energy intake and a range of relevant covariates.
2. Materials and Methods
2.1. Study Population
Data were from NHANES, a repeat cross-sectional survey of representative samples of the civilian
non-institutionalized U.S. population, designed to provide estimates of health and nutrition status [19].
We aggregated data from older (≥65 years) respondents to the survey in six cycles conducted between
2005/06 and 2015/16. We restricted our analytic sample to respondents with complete data on
dietary magnesium intake based on two 24-h dietary recalls. The NHANES obtained approval from
the National Center for Health Statistics Research Ethics Review Board and participants provided
written consent.
2.2. Dietary Assessment
A key component of the NHANES study is dietary assessment. In brief, NHANES participants
were asked for two 24-h recalls of dietary intake using the USDA’s Automated Multiple-Pass
method [20]. The first recall was conducted in person with a trained dietary interviewer using a
standardized protocol during the physical examination (conducted in a mobile examination center).
The second recall was conducted by telephone 3–10 days after the first recall. Nutrient intakes were
calculated based on food intake using a revised nutrient database that converts intake of different
foods recorded in each dietary recall to daily nutrient consumption for each individual.
Magnesium intake was calculated using the average of the two 24-h recalls, with implausibly high
intakes excluded by removing observations above the 99th percentile. We further dichotomized the
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magnesium intake variable according to whether the respondent was meeting the RDA for magnesium
(yes/no), using 420 mg for men and 320 mg for women [14].
Similarly, total energy intake was derived from the average of the two 24-h recalls,
with observations above the 99th percentile removed.
2.3. Ethnicity
Ethnicity was self-reported and categorized as Caucasian, African American, Hispanic, or other.
2.4. Covariates
Weight and height were measured either during the physical examination in a mobile examination
center or in the participant’s home as part of the NHANES data collection procedure, following
standard procedures. Body mass index (BMI) was calculated as weight in kg/(height in meters)2.
The standard definition for overweight and obesity classification [21] was used to categorize BMI:
underweight (<18.5 kg/m2), normal weight (18.5–24.9 kg/m2), overweight (25.0–29.9 kg/m2),
and obesity (≥30 kg/m2). For analytic purposes, we excluded those who were underweight due to
potential underlying health conditions.
Self-reported sociodemographic characteristics included age, sex, education (below high school,
high school, and above high school), and annual household income ($25,000 or less, $25,000 to $74,999,
and $75,000 or above). Lifestyle characteristics included leisure-time physical activity and smoking
status. Participants reported the number of days and minutes spent in moderate and vigorous
recreational physical activities in a typical week. We summarized the total number of minutes for
both activities and classified participants as physically inactive (zero moderate-to-vigorous physical
activity) or active (any moderate-to-vigorous physical activity). Smoking status was classified into:
never smokers (has smoked less than 100 cigarettes in their lifetime and does not smoke now),
former smokers (smoked ≥100 cigarettes in their lifetime but does not smoke now), and current
smokers (smoked≥100 cigarettes in their lifetime and smokes now). Information on chronic conditions
that were considered suspected correlates were extracted, including self-reported doctor-diagnosed
diabetes mellitus, cardiovascular disease, arthritis, and cancer (any vs none of these).
2.5. Statistical Analyses
All statistical analyses were performed using STATA version 14.0 (STATA Corp., College Station,
TX, USA). Survey analysis procedures were used to account for the sample weights, stratification,
and clustering of the complex sampling design to ensure nationally representative estimates [22].
Sample characteristics were compared between ethnicities using linear regression for continuous
variables and chi-squared tests for categorical variables. We then constructed three linear regression
models to evaluate ethnic disparities in dietary magnesium intake. The first two models estimated (i)
the univariate and (ii) the age-adjusted beta-coefficient of magnesium intake as a function of ethnicity,
using Caucasians as the reference group. The third was a multivariable-adjusted model that included
sociodemographic factors (age, sex, weight status, education level, annual household income), lifestyle
factors (leisure-time physical activity, smoking status), and chronic conditions. Again, Caucasians
were the reference group. All models were additionally adjusted for total energy intake, in order to
estimate energy intake adjusted magnesium intake. Statistical significance was set at p < 0.05.
3. Results
Overall, 5682 adults aged ≥65 years in the six NHANES cycles with complete information on
magnesium intake were included in the analysis (see Figure 1 for a flow chart of participants through
the eligibility process). Participants’ mean age was 72.9 (SE 0.10) years at the time of examination,
and their mean BMI was 29.0 kg/m2. We observed statistically significant ethnic differences in most
sample characteristics, with the exception of chronic conditions (Table 1). Compared with Caucasians,
a higher proportion of African American and Hispanic older adults had obesity, and more had
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low levels of education and low household income, more were physically inactive, and more were
current smokers (Table 1). “Other” ethnic groups had the lowest prevalence of obesity and inactivity,
and comparable levels of education and household income to Caucasians.Nutrients 2018, 11, x FOR PEER REVIEW  4 of 8 
 
 
Figure 1. Participants flow chart for U.S. older adults (≥65 years) from the National Health and 
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Table 1. Sample characteristics in relation to ethnicity a,b 
 Caucasian Africa American Hispanic  Other  p 
 (n = 3438)  (n = 1002)  (n = 965)  (n = 277)   
Age (years), mean (SE) 73.1 (0.1)  72.3 (0.2)  71.5 (0.2)  71.3 (0.4)   <0.001 
Sex         0.13 
Men 44.1  40.6  42.3  47.2   
Women 55.9  59.4  57.7  252.7   
Weight status         <0.001 
Normal 25.6  21.8  18.3  45.3   
Overweight 38.2  31.4  41.1  30.9   
Obesity 36.2  46.8  40.6  23.8   
Education level         <0.001 
Below high school 17.1  38.5  56.6  21.2   
High school 26.4  24.2  15.9  22.0   
Higher than high school 56.5  37.3  27.5  56.8   
Annual household income          <0.001 
<$25,000 25.6  44.5  50.5  30.2   
$25,000 < $75,000 50.5  45.6  38.5  43.8   
≥$75,000 23.9  11.9  11.0  26.0   
Leisure-time physical activity         <0.001 
Inactive 54.6  61.4  66.0  48.7   
Active 45.4  38.6  34.0  51.3   
Smoking status         <0.001 
Never 47.6  47.6  53.6  52.9   
Former 45.4  38.7  35.5  35.0   
Current 7.0  13.7  10.9  12.1   
Chronic conditions c         0.419 
No 25.1  24.1  28.5  25.7   
Yes 74.9  75.9  71.5  74.3   
Meeting recommended level 
of dietary magnesium intake 
        <0.001 
No 82.8  90.6  84.4  78.1   
Yes 17.2  9.4  15.6  21.9   
Dietary magnesium intake 
(mg, day), mean (SE) 
276.4 (2.6) 233.0 (4.4) 260.8 (4.1) 285.7 (8.9) 0.028 
Figure 1. Participants flow chart for U.S. older adults (≥65 years) from the National Health and
Nutrition Examination Survey (2005–2016).
Table 1. Sample characteristics in relation to ethnicity a,b.
Caucasian Africa American Hispanic Other p
(n = 3438) (n = 1002) (n = 965) (n = 277)
Age (years), mean (SE) 73.1 (0.1) 72.3 (0.2) 71.5 (0.2) 71.3 (0.4) <0.001
Sex 0.13
Men 44.1 40.6 42.3 47.2
Women 55.9 59.4 57.7 252.7
Weight status <0.001
Normal 25.6 21.8 18.3 45.3
Overweight 38.2 31.4 41.1 30.9
Obesity 36.2 46.8 40.6 23.8
Education level <0.001
Below high school 17.1 38.5 56.6 21.2
High school 26.4 24.2 15.9 22.0
Higher than high school 56.5 37.3 27.5 56.8
Annual household income <0.001
<$25,000 25.6 44.5 50.5 30.2
$25,000 < $75,000 50.5 45.6 38.5 43.8
≥$75,000 23.9 11.9 11.0 26.0
Leisure-time physical activity <0.001
Inactive 54.6 61.4 66.0 48.7
Active 45.4 38.6 34.0 51.3
Smoking status <0.001
Never 47.6 47.6 53.6 52.9
Former 45.4 38.7 35.5 35.0
Current 7.0 13.7 10.9 12.1
Chronic conditions c 0.419
No 25.1 24.1 28.5 25.7
Yes 74.9 75.9 71.5 74.3
Meeting recommended level of dietary magnesium intake <0.001
No 82.8 90.6 84.4 78.1
Yes 17.2 9.4 15.6 21.9
Dietary magnesium intake (mg, day), mean (SE) 276.4 (2.6) 233.0 (4.4) 260.8 (4.1) 285.7 (8.9) 0.028
Total energy intake (kcal, day), mean (SE) 1807.9 (12.9) 1608.4 (25.9) 1634.0 (25.6) 1711.2 (44.5) <0.001
a Values are perce tages unless stated otherwise. b All estimated are weighted to be nationally representative.
c Chronic conditions includes diabetes, cardiovascular disease, arthritis, and cancer.
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Overall, 83.3% of participants were not meeting the recommended level of dietary magnesium
intake, ranging from 78.1% of other ethnic groups to 90.6% of African Americans. Table 2 summarizes
univariate, age-adjusted, and multivariable-adjusted associations between ethnicity and dietary
magnesium intake in linear regression models. In the univariate model, energy intake adjusted
magnesium intake was significantly lower among African Americans (−19.9 mg/d, 95% CI: −26.1 to
−13.7) and higher among other ethnic groups (20.7 mg/d, 95% CI: 6.7 to 34.8) compared to Caucasian
older adults, but there was no significant difference in magnesium intake between Hispanics
and Caucasians. The results remained similar with age adjustment. In the multivariable model,
which adjusted for age, sex, weight status, education, household income, physical activity, smoking
status, and chronic conditions, energy-intake-adjusted magnesium intake remained lower among
African American older adults (−13.0 mg/d, 95% CI: −18.8 to −7.2), and higher among those from
other ethnic groups (17.2, 95% CI: 3.8 to 30.5) compared with Caucasian older adults. In addition,
a higher intake of magnesium was observed among Hispanic older adults (14.0 mg/d, 95% CI: 7.5 to
20.5) relative to Caucasians. Sensitivity analyses, in which models were stratified by sex, showed no
notable differences in the pattern of results between men and women (data not shown).
Table 2. Linear regression models of the association between ethnicity and energy intake adjusted
magnesium intake a.
Beta-Coefficient (95% CI), p-Value a
Univariate Age-Adjusted Fully-Adjusted b
Ethnicity
Caucasian Reference Reference Reference
African American −19.9 (−26.1 to −13.7) <0.001 −20.6 (−27.0 to −14.3) <0.001 −13.0 (−18.8 to −7.2) <0.001
Hispanic 4.9 (−0.9 to 10.8) 0.098 3.6 (−2.4 to 9.6) 0.237 14.0 (7.5 to 20.5) <0.001
Other 20.7 (6.7 to 34.8) 0.004 19.3 (5.3 to 33.4) 0.008 17.2 (3.8 to 30.5) 0.012
a All models are adjusted for total energy intake. b Adjusted for age, sex, body mass index, education level,
household income, physical activity, smoking status, and chronic conditions.
4. Discussion
In a large representative sample of older U.S. adults, we found that (i) the majority of U.S. older
adults do not meet the RDA for magnesium intake, and (ii) ethnic differences in magnesium intake
exist. After adjustment for covariates, magnesium intake was significantly lower in African Americans
compared with Caucasians, and significantly higher in Hispanics and people from other ethnic groups.
The finding that the majority of U.S. older adults do not meet the RDA for magnesium is of concern
given the numerous health complications associated with inadequate magnesium intake [4–10]. This is
particularly problematic as these health complications, including cognitive decline, decreased muscle
performance, frailty, osteoporosis and fractures, diabetes, hypertension, and certain cancers, are more
likely to afflict older adults [4–10]. Therefore, promoting magnesium intake among older U.S. adults
may be an effective strategy to aid in the prevention of certain conditions. In support, meta-analyses of
randomized trials have shown that magnesium supplementation is associated with a small overall
reduction in blood pressure [23] and may be effective in reducing plasma fasting glucose levels and
raising high-density lipoprotein cholesterol in people with type 2 diabetes [24].
Many of the comorbidities associated with magnesium deficiency are known to occur more
frequently among African Americans. For example, diabetes is up to three times more common in
people of African or Afro-Caribbean origin [25]. Ethnic differences also exist with hypertension [26],
osteoporosis and fractures [27], and frailty [28], with African Americans often at the greatest
risk. Given that we observed the lowest magnesium intake in this group, in line with previous
research [15,16], supplementation may be of particular importance to this population group. On a
societal level, addressing social inequalities in health is a public health priority [29], and magnesium
supplementation in groups at risk of deficiency could help to reduce established inequalities in health.
Indeed, health inequalities are prevalent in older adults [30] and ethnic disparities in U.S. older adults
also exist [31].
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Findings from the present study add to the wider literature on ethnic differences in dietary intake.
Several studies have documented poorer dietary quality among African Americans and better dietary
quality among Hispanics [17,18,32]. Potential reasons for ethnic differences in magnesium intake
include socioeconomic disparity and cultural differences [33–35]. In the U.S., ethnic minorities are more
likely, on average, than Caucasians to be from a lower socioeconomic status [36]. Low socioeconomic
status has been shown to be strongly associated with poorer overall diet quality, and the disparity in the
U.S. continues to widen [32]. The food environment likely plays a role, with affordable healthy foods
less accessible but unhealthy convenience foods readily available in more deprived communities [37].
For example, fast food restaurants are geographically associated with predominately black and
low-income neighborhoods in the U.S. [38], and a non-white ethnicity is associated with increased fast
food consumption [39]. Although it remained significant, the difference in magnesium intake between
African Americans and Caucasians was attenuated when indices of socioeconomic status (education
and household income) were included in the model, indicating that differences in socioeconomic status
partly mediated this association. Interestingly, we observed no significant difference in magnesium
intake between Hispanics and Caucasians in the unadjusted model, but when socioeconomic factors
were accounted for (i.e., white privilege was adjusted out), mean intake was higher among Hispanics.
These findings suggest that differences between Hispanic and Caucasian older adults may be driven
by differing dietary traditions and culture. Such dietary traditions and culture will likely be more
difficult to alter in older adults and thus intervening in young U.S. ethnic minorities to ensure adequate
magnesium intake in later life may be an appropriate strategy.
Strengths of the present study include the large representative sample of U.S. older adults,
assessment of magnesium intake from the average of two days’ consumption and adjustment for a
range of potential confounders. However, the findings must be interpreted in light of the study’s
limitations. First, the dietary assessment relied on participants’ recall of their food intake over 24 h,
which, particularly given the older age of the sample, introduced scope for recall bias. Data on
magnesium supplementation was not available. Future studies may wish to collect such data for
analyses. Data were cross-sectional, so we were unable to examine the extent to which any age-related
decline in magnesium intake [15] differs between ethnic groups.
In conclusion, the present study has shown that magnesium intake is low among older adults
residing in the U.S., and those of African American ethnicity are at greatest risk of low intake. Targeted
interventions to increase magnesium intake in older U.S. adults with a focus on African Americans
could help to reduce the burden of morbidity and ethnic inequalities in health in later life.
Author Contributions: Conceptualization, S.E.J., L.S., and L.Y.; Data curation, L.Y.; Formal analysis, L.Y.;
Investigation, S.E.J. and L.S.; Methodology, S.E.J., L.S., and L.Y.; Writing—original draft, S.E.J. and L.S.;
Writing—review and editing, S.E.J., L.S., I.G., S.H., J.D., G.F.L.-S., P.S., S.R., A.T.I., and L.Y.
Funding: This research received no external funding.
Conflicts of Interest: The authors declare no conflict of interest.
References
1. Arnaud, M.J. Update on the assessment of magnesium status. Br. J. Nutr. 2008, 99, S24–S36. [CrossRef]
[PubMed]
2. Killilea, D.W.; Maier, J.A.M. A connection between magnesium deficiency and aging: New insights from
cellular studies. Magnes Res. 2008, 21, 77–82. [PubMed]
3. Barbagallo, M.; Dominguez, L.J. Magnesium and aging. Curr. Pharm. Des. 2010, 16, 832–839. [CrossRef]
[PubMed]
4. Billard, J.M. Ageing, hippocampal synaptic activity and magnesium. Magnes Res. 2006, 19, 199–215.
5. Dominguez, L.J.; Barbagallo, M.; Lauretani, F.; Bandinelli, S.; Bos, A.; Corsi, A.M.; Simonsick, E.M.; Ferrucci, L.
Magnesium and muscle performance in older persons: The InCHIANTI study. Am. J. Clin. Nutr. 2006, 84,
419–426. [CrossRef]
Nutrients 2018, 10, 1901 7 of 8
6. Veronese, N.; Stubbs, B.; Maggi, S.; Notarnicola, M.; Barbagallo, M.; Firth, J.; Dominguez, L.J.; Caruso, M.G.
Dietary magnesium and incident frailty in older people at risk for knee osteoarthritis: An eight-year
longitudinal study. Nutrients 2017, 9, 1253. [CrossRef]
7. Veronese, N.; Stubbs, B.; Solmi, M.; Noale, M.; Vaona, A.; Demurtas, J.; Maggi, S. Dietary magnesium intake
and fracture risk: Data from a large prospective study. Br. J. Nutr. 2017, 117, 1570–1576. [CrossRef]
8. Barbagallo, M.; Dominguez, L.J. Magnesium and type 2 diabetes. World J. Diabetes 2015, 6, 1152–1157.
[CrossRef]
9. Guerrero-Romero, F.; Rodríguez-Morán, M. The effect of lowering blood pressure by magnesium
supplementation in diabetic hypertensive adults with low serum magnesium levels: A randomized,
double-blind, placebo-controlled clinical trial. J. Hum. Hypertens. 2009, 23, 245–251. [CrossRef]
10. Wolf, F.I.; Maier, J.A.M.; Nasulewicz, A.; Feillet-Coudray, C.; Simonacci, M.; Mazur, A.; Cittadini, A.
Magnesium and neoplasia: From carcinogenesis to tumor growth and progression or treatment.
Arch. Biochem. Biophys. 2007, 458, 24–32. [CrossRef]
11. Rosanoff, A.; Weaver, C.M.; Rude, R.K. Suboptimal magnesium status in the United States: Are the health
consequences underestimated? Nutr. Rev. 2012, 70, 153–164. [CrossRef] [PubMed]
12. Veronese, N.; Berton, L.; Carraro, S.; Bolzetta, F.; De Rui, M.; Perissinotto, E.; Toffanello, E.D.; Bano, G.;
Pizzato, S.; Miotto, F.; et al. Effect of oral magnesium supplementation on physical performance in healthy
elderly women involved in a weekly exercise program: A randomized controlled trial. Am. J. Clin. Nutr.
2014, 100, 974–981. [CrossRef] [PubMed]
13. DiNicolantonio, J.J.; O’Keefe, J.H.; Wilson, W. Subclinical magnesium deficiency: A principal driver of
cardiovascular disease and a public health crisis. Open Heart 2018, 5, e000668corr1. [CrossRef] [PubMed]
14. Office of Dietary Supplements—Magnesium. Available online: https://ods.od.nih.gov/factsheets/
Magnesium-HealthProfessional/ (accessed on 8 November 2018).
15. Ford, E.S.; Mokdad, A.H. Dietary magnesium intake in a national sample of U.S. adults. J. Nutr. 2003, 133,
2879–2882. [CrossRef] [PubMed]
16. Ford, E.S. Race, education, and dietary cations: Findings from the Third National Health and Nutrition
Examination Survey. Ethn. Dis. 1998, 8, 10–20. [PubMed]
17. Hiza, H.A.B.; Casavale, K.O.; Guenther, P.M.; Davis, C.A. Diet Quality of Americans Differs by Age, Sex,
Race/Ethnicity, Income, and Education Level. J. Acad. Nutr. Diet. 2013, 113, 297–306. [CrossRef] [PubMed]
18. Adams, I.K.R.; Spees, C.K.; Krok, J.L.; Taylor, C.A. Poor diet quality across ethnic groups and gender in U.S.
adults: National Health and Nutrition Examination Survey (NHANES) 2005–2012. J. Nutr. Educ. Behav. 2017,
49, S83. [CrossRef]
19. Centers for Disease Control and Prevention. NHANES—National Health and Nutrition Examination
Survey Homepage. 2018. Available online: https://www.cdc.gov/nchs/nhanes/index.htm (accessed on
7 November 2018).
20. Ahluwalia, N.; Dwyer, J.; Terry, A.; Moshfegh, A.; Johnson, C. Update on NHANES dietary data: Focus on
collection, release, analytical considerations, and uses to inform public policy. Adv. Nutr. 2016, 7, 121–134.
[CrossRef]
21. Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults. National
Heart, Lung, and Blood Institute; NHLBI Obesity Education Initiative Expert Panel on the Identification,
Evaluation, and Treatment of Obesity in Adults (US): Bethesda, MD, USA, 1998.
22. Curtin, L.R.; Mohadjer, L.K.; Dohrmann, S.M.; Montaquila, J.M.; Kruszan-Moran, D.; Mirel, L.B.;
Carroll, M.D.; Hirsch, R.; Schober, S.; Johnson, C.L. The national health and nutrition examination survey:
Sample design, 1999–2006. Vital Health Stat. 2 2012, 1–39.
23. Jee, S.H.; Miller, E.R.; Guallar, E.; Singh, V.K.; Appel, L.J.; Klag, M.J. The effect of magnesium supplementation
on blood pressure: A meta-analysis of randomized clinical trials. Am. J. Hypertens. 2002, 15, 691–696.
[CrossRef]
24. Song, Y.; He, K.; Levitan, E.B.; Manson, J.E.; Liu, S. Effects of oral magnesium supplementation on glycaemic
control in Type 2 diabetes: A meta-analysis of randomized double-blind controlled trials. Diabet. Med. 2006,
23, 1050–1056. [PubMed]
25. Diabetes UK. Diabetes in the UK 2010: Key Statistics on Diabetes. Available online: https://www.diabetes.
org.uk/resources-s3/2017-11/diabetes_in_the_uk_2010.pdf (accessed on 11 July 2018).
Nutrients 2018, 10, 1901 8 of 8
26. Lane, D.A.; Lip, G.Y.H. Ethnic differences in hypertension and blood pressure control in the UK. Int. J. Med.
2001, 94, 391–396. [CrossRef]
27. Cauley, J.A. Defining ethnic and racial differences in osteoporosis and fragility fractures. Clin. Orthop.
Relat. Res. 2011, 469, 1891–1899. [CrossRef] [PubMed]
28. Bandeen-Roche, K.; Seplaki, C.L.; Huang, J.; Buta, B.; Kalyani, R.R.; Varadhan, R.; Xue, Q.L.; Walston, J.D.;
Kasper, J.D. Frailty in older adults: A nationally representative profile in the United States. J. Gerontol. A Biol.
Sci. Med. Sci. 2015, 70, 1427–1434. [CrossRef] [PubMed]
29. Bleich, S.N.; Jarlenski, M.P.; Bell, C.N.; LaVeist, T.A. Health inequalities: Trends, progress, and policy.
Annu. Rev. Public Health 2012, 33, 7–40. [CrossRef] [PubMed]
30. Arber, S.; Ginn, J. Gender and inequalities in health in later life. Soc. Sci. Med. 1993, 36, 33–46. [CrossRef]
31. Dunlop, D.D.; Manheim, L.M.; Song, J.; Chang, R.W. Gender and ethnic/racial disparities in health care
utilization among older adults. J. Gerontol. B Psychol. Sci. Soc. Sci. 2002, 57, S221–S233. [CrossRef]
32. Wang, D.D.; Leung, C.W.; Li, Y.; Ding, E.L.; Chiuve, S.E.; Hu, F.B.; Willett, W.C. Trends in dietary quality
among adults in the United States, 1999 through 2010. JAMA Int. Med. 2014, 174, 1587–1595. [CrossRef]
33. Satia, J.A. Diet-related disparities: Understanding the problem and accelerating solutions. J. Am. Diet. Assoc.
2009, 109, 610–615. [CrossRef]
34. Kant, A.K.; Graubard, B.I.; Kumanyika, S.K. Trends in black-white differentials in dietary intakes of U.S.
adults, 1971–2002. Am. J. Prev. Med. 2007, 32, 264–272. [CrossRef]
35. Wang, Y.; Chen, X. How much of racial/ethnic disparities in dietary intakes, exercise, and weight status
can be explained by nutrition- and health-related psychosocial factors and socioeconomic status among US
adults? J. Am. Diet. Assoc. 2011, 111, 1904–1911. [CrossRef] [PubMed]
36. Ethnic and Racial Minorities & Socioeconomic Status. Available online: http://www.apa.org/pi/ses/
resources/publications/minorities.aspx (accessed on 8 November 2018).
37. Black, C.; Moon, G.; Baird, J. Dietary inequalities: What is the evidence for the effect of the neighbourhood
food environment? Health Place 2014, 27, 229–242. [CrossRef] [PubMed]
38. Block, J.P.; Scribner, R.A.; DeSalvo, K.B. Fast food, race/ethnicity, and income: A geographic analysis. Am. J.
Pre. Med. 2004, 27, 211–217.
39. French, S.A.; Harnack, L.; Jeffery, R.W. Fast food restaurant use among women in the Pound of Prevention
study: Dietary, behavioral and demographic correlates. Int. J. Obes. Relat. Metab. Disord. 2000, 24, 1353–1359.
[CrossRef] [PubMed]
© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).
